Background: Currently, there is no value for the definition of abdominal obesity by measuring waist circumference in the Sub-Saharan Africa. Several definitions of metabolic syndrome (MS) have disparities concerning use of waist circumference, including International Diabetes Federation (IDF), American Heart Association/National Heart, Lung and Blood Institute (AHA/NHLBI) and National Cholesterol Education Program-Adult Treatment Panel III (NCEP-ATPIII) definitions. The aim of the study was to determine what value of waist circumference should be used and whether to use it as obligatory criterion in the metabolic syndrome in case of peripheral arterial disease (PAD). Methods: We conducted a case-control study in Cameroon. We included patients with diabetic foot and type 2 diabetes and excluded those with an Ankle Brachial Index (ABI) > 1.3. Cases were defined as patients with ABI ≤ 0.9 and controls with ABI > 0.9. The significant p value was < 0.05 and odds ratio (OR) with 95% confidence interval was used to measured risk for have PAD with MS.
Background
Africa has diabetes prevalence which is the lowest in the world, but with the rate of undiagnosed patients which is highest [1] , one of the important risk factors for type 2 diabetes and cardiovascular risk is metabolic syndrome (MS) [2, 3] . A disparity exists between the prevalence of MS in the same population whether subjects with diabetes are included or not. This disparity is due to the existence of several definitions of various medical societies including: the International Diabetes Federation (IDF) [2, 4] , the National Cholesterol Education Program-Adult Treatment Panel III (NCEP-ATP III) [5, 6] , the American Heart Association / National Heart, Lung and Blood Institute (AHA / NHLBI) [7] . The diabetic foot is found in 13% patients with type 2 diabetes in Cameroon [8] . In the same study, the prevalence of MS in the population of colored population is 60.6% according to the IDF, 55.4% according to the NCEP-ATP III [9] . In the population of patients with type 2 diabetes in Cameroon, the prevalence is 71.7% according to the IDF criteria and 60.4% according to the NCEP-ATPIII [10] . In Africa since the 2000s, the prevalence of PAD in diabetics varies from 12.5% to 78.7% depending on the study [11] . The relationship between MS and atherogenic risk has already been established by several studies [2, 3, 7, 12] . In the criteria of JIS, it is recommended to use IDF criteria for waist circumference in non-European [3] . But in IDF criteria, there is no data for Sub-Saharan African concerning waist circumference [2] . With the disparity between the various definitions and the lack of information concerning waist circumference for sub-Saharan Africans, the present study aim to orientate towards the definition of waist circumference and MS which are best to use to evaluate risk for have PAD in diabetic foot.
Methods

Study design
It was a case-control study conducted in 2012. The study was approved by the administrative authorities of the Yaoundé Central Hospital and the National Ethics Committee of Cameroon. Data were collected after written consent of each patient.
Setting
The study was conducted at the National Obesity Centre in the Yaoundé Central Hospital, Cameroon. It is a tertiary health care setting.
Participants
We included in the study all patients with a diabetic foot disease and being diabetic type 2. We excluded patients refusing to participate in the study and patients with an ABI > 1.3 because it was uninterpretable [13, 14] . In the case group, we included patients with PAD and in the control group patients without PAD.
Data
Age, sex and duration of diabetes were collected. The diagnosis of PAD was done using a handheld Doppler and 8 MHz probe. The diagnosis of PAD was based on an ABI ≤ 0.9. The ABI was the ratio of the highest systolic pressure of the ankles to the highest systolic pressure of the arms [13] . The ABI has a level of specificity of 88.5% and sensitivity of 70.6% in type 2 diabetes patients with diabetic foot disease [15] . The sensitivity and specificity are good to allow the usefulness of this test. It is non-invasive method most recommended in search of PAD in the diabetic foot [13] .
We have collected the level of Total Cholesterol (TC), High Density Lipoprotein (HDL), Low Density Lipoprotein (LDL) and triglycerides (TG) when we received firstly patients. No patient had a treatment for dyslipidemia in the measurement of lipid levels (at the introduction in study). The waist circumference was measured according to WHO recommendations [12] . Peripheral neuropathy was investigated using 10 g monofilament. The filament was applied on sole of the foot at places as indicated in Figure 1 . The pressure was made perpendicularly. The diagnosis of sensitive neuropathy was done when two of the three regions were insensitive. We researched impalpable pulses: anterior and dorsal pedal pulses, and popliteal pulses.
Concerning the definitions of MS, we used three different definitions of the following medical societies: IDF, AHA / NHLBI and the NCEP-ATP III. The five elements that constitute the MS are identical for these three definitions: central obesity, increased triglycerides (TG) levels, the blood pressure, fasting plasma glucose and lower high density lipoproteins (HDL). The entry criterion for the definition of the IDF is central obesity with two of the following four elements: TG levels ≥ 1.7 mmol/L or specific treatment for abnormal levels of TG, HDL <1.03 mmol/L in men and <1.29 mmol/L in women or specific treatment for abnormal levels of HDL, systolic blood pressure ≥ 130 mmHg or diastolic blood pressure ≥ 85 mmHg or previous diagnosis of hypertension, fasting plasma glucose ≥ 5.6 mmol/L or prior diagnosis of type 2 diabetes [2] . For the last element (type 2 diabetes), all patients in the study had it, it remained to find the other four. For defining central obesity, in the absence of specific data for sub-Saharan African, we used data from the European population for men and ≥ 94 cm for women ≥ 80 cm [2] . The definition of the NCEP ATPIII-differs from the IDF on three components: central obesity is not an obligatory criterion, the definition of central obesity is made for a waist circumference > 102 cm in men and > 88 cm in women without taking account of ethnic origin, increased fasting plasma glucose is set to blood glucose levels ≥ 6.1 mmol/L [6, 16] . The definition of the AHA / NHLBI differs from the IDF on a single element: central obesity is not an entry criterion [3] . The most recent, the joint interim statement definition was presented in Table 1 [3] .
Statistical analysis
The sample size of each group was calculated using the WinPepi [17] . The ratio in Sub-Saharan Africa of diabetic patients without PAD/with PAD varies from 2.6 to 4.5 using a Doppler [18] . We used 2.6 for the ratio between population sizes of each group because it approaches unity. We assume that the prevalence of metabolic syndrome was 30% in the population of patients without PAD and 70% in the population with PAD. The required size was 16 cases and 42 controls for a supposed power of 80% and p-value of 0.05. Data was coded, entered, and analyzed using the Statistical Package for Social Science (SPSS) version 19 for Windows (SPSS, Chicago, Illinois, USA). Continue variables were expressed as mean (standard deviation) and compared using t-test of Student. Categorical variables were expressed as frequencies (percentages) and compared using the two-tailed Chi-square test or its equivalents. A p-value less than 0.05 was considered statistically significant. Elements of MS were included in the univariate analysis as factors of PAD. All elements of the MS were then incorporated into a multivariate logistic analysis even without significance in the univariate analysis. Two logistic analyzes were conducted: one with central obesity according to the recommendations of the IDF and AHA / NHLBI and other elements of MS, and the other with android obesity as recommended by the NCEP-ATPIII and other elements of the MS.
Results
General features
We included 19 subjects in the group of patients with PAD and 48 without PAD. A statistically significant difference was found between patients with and without PAD concerning waist circumference in men and women, HDL and LDL levels in all subjects and among women, TG level in all subjects and among men, and pulse abnormality ( Table 2) . Table 3 presents the analysis of components of metabolic syndrome as a risk factor for PAD in the diabetic foot. In the univariate analysis, PAD of diabetic foot is significantly associated to the definition of the waist of the IDF and AHA / NHLBI than that of the NCEP-ATP III. No other element of MS is significantly related to PAD. Table 3 presents the multivariate analysis of the elements of MS according to the two definitions of abdominal obesity. In multivariate analysis of the elements of MS of IDF and AHA / NHLBI definitions, those significantly associated with PAD are abdominal obesity and abnormal levels of HDL. The same elements were found in the definition of the NCEP-ATPIII. Table 4 presents the analysis of different definitions of the metabolic syndrome as a risk factor in PAD of diabetic foot. We had a significant association of definitions of the IDF and AHA / NHLBI with a better association with the criteria of the AHA / NHLBI.
Components of metabolic syndrome
Metabolic syndrome
Discussion
In this study, we found that better correlation of PAD of diabetic foot disease was with the definition of AHA / NHLBI. Limitation of study was due to that patients with arterial hypertension were in treatment. This is a cross-sectional study and we not able to measure the direct effect of risks factors. No studies found in the literature have been performed in the patient population with a diabetic foot. Several studies found an association of PAD with MS according to the WHO criteria [19, 20] unlike the study by Wong et al. [21] . Concerning the association of PAD with MS according to NCEP-ATPIII, several studies found an association and others did not [19, [22] [23] [24] . The study by Larsson et al. goes in the direction of ours, especially since it is cohort study [19] . The risk of having PAD in another study was higher with the five elements of the MS combined [22] , a study in Spain showed a 14 times higher risk of having a PAD in the presence of MS [23] . On the criteria of the AHA / NHLBI, one study found no association with PAD [25] . The difference with our study is that the analysis is done with a logistic regression in combination of other factors. On the IDF criteria, a study found no relationship with PAD in a population of patients aged 50 to 75 years, without specification of diabetes status [22] . The same results were found in a population of Indian patients [24] . A study showed a better association for IDF criteria than for the AHA / NHLBI criteria, in contrast to our study [26] . The association between MS and PAD in the diabetic foot is more significant for the definition of AHA / NHLBI than that of the IDF in our study. No association was found with the definition of the NCEP-ATPIII. Thus, in our study, the risk is higher using the definition of the AHA / NHLBI. The difference between the criteria of AHA / NHLBI and of the NCEP-ATPIII is situated at the android obesity. Waist circumference to consider is ≥ 94 cm in men and ≥ 88 cm in women for the diagnosis of abdominal obesity in sub-Saharan Africans. The difference between the criteria of AHA / NHLBI and the IDF is at the level of abdominal obesity which is an obligatory criterion for the IDF. With a higher risk with the criteria of the AHA / NHLBI compared to the IDF (5.8 against 4.7), so it is important not to consider abdominal obesity as obligatory criteria for assessing the risk of developing PAD in the presence of MS like JIS definition [3] .
Regarding the elements of MS, in univariate analysis in our study, the definition of abdominal obesity according to IDF and AHA / NHLBI is associated with PAD in diabetic foot contrary to the definition of the NCEP-ATPIII. In addition, in the multivariate analysis with other elements of the MS, the two definitions of abdominal obesity are associated with MS. The correlation is still higher than with the IDF and AHA / NHLBI. It spends 13.8 with the definition of IDF and AHA / NHLBI to 5.3 with that of the NCEP-ATPIII. This further demonstrates that the definition of abdominal obesity adopted in the diabetic population of sub-Saharan Africa as a risk factor for PAD in the diabetic foot should be that of the IDF and AHA / NHLBI and not that of the NCEP-ATPIII. The fact that it is only in the presence of other elements of the MS that abdominal obesity as defined by the NCEP-ATPIII become a risk factor for further demonstrates the weakness of the limit imposed for the significance of waist circumference in the definition of abdominal obesity. The risk of having PAD in the diabetic foot when the patient has abdominal obesity according to the criteria of the IDF and AHA / NHLBI increases in the presence of other elements of the MS as it goes from 8.9 to 13.8. This means that the association of this definition of abdominal obesity with other elements of MS, especially an abnormal rate of HDL increases the risk of having PAD. The abnormal level of HDL is the second factor involved in PAD diabetic foot after abdominal obesity. The risk rose from 3.0 in the univariate analysis at 6.5 with the criteria of the IDF and AHA / NHLBI to 8.5 with the criteria of NCEP-ATPIII in the multivariate analysis. Be it single or in the presence of other components of MS, an abnormal HDL fact evokes the presence of PAD in diabetic foot in sub-Saharan Africa but with a higher risk in the presence of other components of MS. The presence of the other two elements of MS, hypertension and abnormal levels of TG, do not imply the presence of PAD in the diabetic foot in our study, both in univariate or multivariate analysis. Relying on these data, it is only by integrating them into the diagnostic criteria for MS that they are considered.
Our study has some limitations that are important to report. It was a case-control study; the direct risk has not been evaluated. In addition, the study was conducted in a reference center that is a tertiary institution. Reflected in the structure of primary health care cannot be assessed, but the results can be compared to those made in other countries of sub-Saharan Africa, given the similarity of the study sites.
Conclusion
The definition of MS which better evaluates the risk to have a PAD in diabetic foot is the AHA / NHLBI definition. Thus, abdominal obesity should be defined according to the recommendations of the IDF and AHA / NHLBI and should not be an obligatory criterion in the definition of MS for research risk to have PAD in diabetic foot disease on sub-Saharan Africa. 
